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Is There Need For A State Residential Treatment 
Center For Emotionally Disturbed Children?
M a r g a r e t  R . S i m p s o n , M .D .#
From July 1, 1958 through June 30, 1959, the Divi­
sion of Mental Health saw 404 new cases under the 
age of 18 years in clinics throughout the State. Thirty- 
seven of these — 10.9% — were found to be disturbed 
to the extent that care in a residential treatment center 
or institutional placement was recommended.
All the children were referred because of multiple 
problems. Certain combinations of disordered beha­
vior seemed to stand out —
1. Bedwetting, fire setting, destructiveness
2. Poor school work, tantrums, withdrawal from 
social contacts
3. Overactivity, aggressiveness
4. Fearfulness, bodily complaints, moodiness
5. Stealing, truancy, poor school progress
6. Tantrums, poor school progress, general imma­
turity
Among the thirty-seven children, the complaints as 
given in the history occurred as follows:
Poor school w o rk ............................................ 17
T an trum s...............................................................9
Stealing ...............................................................9
Im m a tu r ity ..................................................  8
Abusive to other ch ild ren ..............................7
B e d w e tt in g ......................................................... 6
Hyperactivity ....................................................6
Fire s e t t in g ......................................................... 6
A ggressiveness............................................. 5
Sexual a c t iv it y ............................................. 5
Other behavior disorders included destructiveness, tru­
ancy, masturbation, soiling and cruelty to animals.
Hallucinations were described by the family in three 
cases. Depression, with suicidal thoughts, was given as 
a chief complaint in three cases. The occurrence of 
seizures presented a problem in one case.
•Director of rhe Division of Mental Health, Department of 
Health and Welfare, Augusta, Maine.
A breakdown according to age group and sex showed 
the following:
0-5 5-9 10-13 14-17
years yea rs years years Total
Boys 0 12 11 7 30
Girls 0 2 3 2 7
Total 0 14 14 9 37
This followed the usual pattern that has been found 
in most psychiatric clinics for children. Boys outnum­
bered girls in a ratio of 4:1.
A breakdown of the sources of referral showed —
S ource o f  R eferra l No. o f  Cases
S c h o o l...........................................................11
P h ys ic ian ......................................................7
Division of Child W e lfa re .....................5
Public Health N u r s e ................................4
Aid to Dependent Children Program . . 4
Services for Crippled Children . . .  3
Family .......................................................  2
C o u r t ........................................................  1
Diagnosis of the thirty-seven cases fell in the fol­
lowing categories:
Chronic Brain Syndrome with Other Intracranial
Infection — Mumps Meningitis 1
Chronic Brain Syndrome of Unknown Cause 1
Chronic Brain Syndrome with Convulsive Disorder 3
Passive Aggressive Personality 13
Adjustment Reaction of Childhood 5
Schizoid Personality 6
Schizophrenic Reaction
Hebephrenic Type 2
Schizo-affective Type 1
Childhood Type 2
Sociopathic Personality Disorder —
Anti-Social Reaction 2
Mental Deficiency, with Schizophrenic Reaction 1
Those with a diagnosis of Schizophrenic Reaction and 
Mental Deficiency with Schizophrenic Reaction were 
considered psychotic and in need of institutional care. 
It was felt that the other thirty-one cases could be 
handled in a residential treatment center. Of the thir­
teen cases showing a passive aggressive type of per­
sonality, nine (all boys) came from homes in which 
there had been no father or father figure for a signifi­
cant period of time.
The following short case summaries show the dif­
ferent types of disordered behavior:
Case 1 — An 8% year old boy whose mother complains 
that he steals, truants from schools and is completely unman­
ageable. Other children in this family have required institu­
tional care because of disordered behavior. He has at least 
dull normal intelligence. He is moderately overactive during 
examination, is uncooperative and shows no desire to please. 
He braggs about his exploits and chews on cigarette butts he 
has in his pocket. He is immature emotionally. He has 
never had or learned any controls. He can rationalize his 
behavior so that it seems warranted and reasonable to him.
Diagnosis — Sociopathic Personality Disturbance, Anti-So­
cial Reaction. He is in need of institutional placement be­
cause of his disordered behavior, but there is no facility 
available.
Case 2 — A 14% year old boy referred by the school be­
cause of poor school progress and excessive masturbation. He 
comes from a broken home; the father has been in a mental 
hospital for some years and the mother has not been in the 
picture for eleven years. He is in the seventh grade but is 
not working at that level. The foster mother says he is as 
pleased with low marks as he is with higher ones. He mas­
turbates openly and is unconcerned about it. He often sits 
and stares, does not know what goes on around him. During 
examination he appears flattened emotionally, is uninterested in 
the procedure. Intellectually he functions at the low borderline 
level, with a mental age of 10 years.
Diagnosis — Schizoid Personality. The boy needs to be in 
a residential treatment center where he can receive help 
in both school achievement and personality development.
Case 3 — A 14 year 10 months old boy referred because 
of behavior. He has epilepsy and attends a clinic for treat­
ment. The mother has always rejected him because she 
wanted a girl. The home is a broken one, the father not 
living with the family but visiting the children frequently. 
In 1953 he had a severe accident. Following this he became 
eneuretic, did poorly in school and was ugly toward other 
children. The mother feels he now acts like a seven year old. 
In school he puts his head on his desk, moans and groans. He 
is in the sixth grade, but not doing work at that level. In­
tellectually he functions in the dull normal range, with a 
mental age of 12 years. He tends to misinterpret many of his 
daily living situations and has extremely explosive feelings 
which are tenuously held in check. He is very dependent, 
with little self-confldence. He is considered to be extremely 
sick emotionally and in need of care in a residential center 
for emotionally disturbed children.
Diagnosis — Chronic Brain Syndrome Associated with 
Conculsive Disorder, with Behavioral Reaction.
Case 4 — A 6 year 3 months old boy referred by a 
physician because of disordered behavior — stealing, playing 
w'ith fire, abusing other children, disturbing the class in 
school. The mother was unable to control him. In the 
waiting room — she held him while he punched and poked 
at her. He soils but does not wet. There is much friction
betw'een the mother and father in regard to controlling the 
children. There is little consistent direction from either par­
ent. During the examination this boy is extremely hyperac­
tive, kicking, yanking and pulling at his mother or walking 
aimlessly around the room. Intellectually he functions at a 
borderline level with a mental age of 4% years. Because of 
his distractability and overactivity, this mental age is con­
sidered to be a minimal estimate. This boy shows a severe 
behavior problem and it is felt that he needs treatment in a 
residential setting. A sister has been seen by the clinic and 
presents a somewhat less severe behavior problem. The fam­
ily needs much help from a family counselling agency.
Diagnosis — Adjustment Reaction of Childhood, Conduct 
Disorder.
Case 5 — An 11% year old boy referred from a foster 
home because of temper tantrums, hyperactivity, destructive­
ness and aggressiveness. He was committed to the Division 
of Child Welfare at lVa years of age. He was in numerous 
foster homes and was considered somewhat slow in learning 
to walk and talk. From three months to twenty-two months 
he was in a home with several other babies, all of whom were 
kept in their cribs, with little activity allowed. He was the 
least preferred of all the babies. He always rebelled at routine 
and confinement. He has been in the same foster home since 
1951 and the foster parents have been able to accept him as 
part of the family. A year ago stealing was a problem but it 
was stopped. He has been in grade five although reading and 
spelling are not up to grade level. He destroys his own 
belongings, slashes holes in the curtains and pounds holes in 
the floor. The boy appeared immature for his age. Conver­
sation is like that of a younger child. He can function in­
tellectually at an average level, but is not doing so in school. 
Personality studies show him to be a passive aggressive type 
of personality with strong dependency needs that are not being 
met. He is in need of treatment in a residential center for 
emotionally disturbed children.
Diagnosis — Passive Aggressive Personality.
Case 6 — A 10 year 2 months old boy referred by the 
school because of poor school work, nervousness and general 
immaturity. Both parents have had mental illnesses diagnosed 
as schizophrenic reactions. He has temper tantrums, has never 
spoken clearly. The family has been told that he is retarded 
and should be in a special class. He makes believe objects are 
people and talks to them. The mother noted that he was 
different from other children at the age of two years. During 
the examination his speech consists of grunts, barking sounds 
and a jargon. He talks and laughs to himself. Intellectually 
he functions in the dull normal range although his perform­
ance is erratic. His attention wanes rapidly and he becomes 
preoccupied. His writing is a conglomeration of letters, with 
no word formations. This boy is considered to be mentally 
ill and in need of institutional treatment.
Diagnosis — Schizophrenic Reaction, Childhood Type.
Residential Treatment Centers for Emotionally Dis­
turbed Children vary in size from a capacity of 12 
children to a capacity of 444, according to a listing by 
the Children’s Bureau in 1952. They are operated by 
voluntary agencies, foundations or from tax funds. The 
usual capacity appears to be between 20 and 60, with 
a few larger centers taking over 100 children.
It appears from the findings that a State Residen­
tial Treatment Center for Emotionally Disturbed Chil­
dren, with a capacity for at least 40 children, would 
fulfill a need now being only partially met by a volun­
tary agency operating such a treatment center in this 
State.
